Sarcomas as a group are the second most common type of primary tumour of the heart.' Angiosarcoma is, however, an unusual form of tumour within this group and is rarely diagnosed during life.2 It is almost exclusively a tumour of the right atrium and pericardium, patients presenting with symptoms of right heart inflow obstruction and pericardial disease.3 We present here a case of primary angiosarcoma of the heart causing obstruction of the mitral valve. Two dimensional echocardiography suggested the presence of a left atrial myxoma. Resection was attempted. The histological diagnosis was made from tissue obtained at surgery.
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Case report
A 48 year old unemployed farm worker presented to his local hospital with ill health of several weeks' duration, weight loss, anorexia, and vomiting. Initial examination showed wasting and hepatomegaly and investigations showed anaemia (haemoglobin 11 g/dl) and an erythrocyte sedimentation rate of 120 mm in one hour. Further investigation was advised but the patient declined it. One month later he returned after an episode of central chest pain and severe dyspnoea. In the intervening month he had noticed increasing breathlessness. On examination there were signs of biventricular failure, a pericardial rub, and an apical diastolic murmur. Ultrasound examination showed a mass in the left atrium.
The patient was transferred to the regional cardiac unit, where examination showed an ill, thin man with peripheral oedema. His pulse was 110 beats/min and regular, his blood pressure 110/90 mm Hg. The central venous pressure was raised and the left ventricular impulse tapping. There was a loud pericardial rub and a loud mitral diastolic murmur. The liver was enlarged 6 cm below the costal margin. The electrocardiogram showed sinus rhythm with evidence of left atrial hypertrophy. The QRS complexes were of small amplitude and there were widespread nonspecific ST segment and T wave changes. There were bilateral pleural effusions on the chest radiograph. The ascending aorta appeared prominent. The two dimensional echocardiogram (Hewlett-Packard 77020A) showed an enlarged right ventricle and a small left ventricle (figs 1 and 2). There was a large echo free space surrounding the ventricles. A large mobile mass occupied the left atrium, prolapsing through the mitral valve in diastole. No pedicle or attachment to the interatrial septum was found. No tumour was seen in the right heart chambers but the right atrium appeared to be indented by the "effusion" in ventricular systole. The echo free space extended anterior to the right ventricular outflow tract but no other abnormality of the great vessels was seen. A diagnosis of left atrial myxoma and pericardial effusion was made. The latter seemed remarkable, but in the presence of severe biventricular cardiac failure, pleural effusions, and hypoalbuminaemia this was attributed to his general condition. The patient was referred for resection of the tumour.
At operation, no pericardial effusion was found but the pericardial cavity was full of blood clot. There were extensive pericardial adhesions. There was a large extracardiac tumour occupying the space between the superior vena cava and the aorta. The tumour was distorting and eroding the right atrium but there was no tumour in the right heart cavities. 
